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DECLARATION by APPLICAI{T: 3lT!i3[ Em srr,Il cr:

1) I hereby confirm thalall detarls in lhls Form are True to the besl ol my knowledge. Any lalse statemefll wrll render myApplcation & ongoing assistance, if any,
liable Ior rejeclon/cancellatron.

2) I solemnly confirm that assistanc€. il received t.om Koshika Foundation will be us€d only for the 'purpose". as stated in this Form. for which such aslistanc!

was requested bi me.

3) I h8reby confirm tiat I hav€ not & will not in tuture, avail of reimbursemsnt, in part or in full, from any othar sourc€/gmployer/insurance compsny, of the amount

for which this assistancs is requ8st€d.
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By allixing hgreunder, s€nature ot our Authorised Signatory for recommending this case/patient for financial assistancl from Kgshila Foundation, we

(Hospital) hereby affim E acc€pt following

i; thal we neittrer are pr€sently nor will in future avail of financial assistance from another NGO or any other sourca, for th€ same palagnucase, as we arc

r;questing to g€t from Koshika Foundation. to the extent lhat such assislance as granted by Koshika Foundation ll the requ€sted assistance is not grant€d

b, Koshik; Fo-undation, in pa( or rn lull. then the Hosprlal reserves it s nght lo make up lhe shortlall from anolher NGO or any other sourco. This

confirmatron essentiatty sdtes that the Hosprlal will not avarl any duplicate assislance for the same palienucase trom any other NGO or any other source.

2) Tho assistance from Koshrka Foundatron rs onty frnancral in nature The choice of the lrealm€nvprocedure advised/conducled by the Hospital on the

p;lient. is based on the afiangement between tha palrent & lhe Hosprtal. and is in no way rnfluenced by Koshika Foundation- Hence, the Hospital rvill

!-srmi ioi" a cornptetg resp;nsrbility ot the tr€atmenl & il s ol./lcome & salety ot th€ palienl, and Koshika Foundation will have no rolo or r€sponsibilily

in the matter.
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1) By afixing my signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it s Trustees to

use/pubtish/pul-up/reproduce my name, address, photo & details of the "purpose". lor which such assistanca is requested/granted. lhrough 8ny

medium, including but not limited to verbal, print, electronic. tor soliciting donations tor Koshika Foundation and/or disseminating information about its

activities/achiovements. Such use ol my photo & delails can b€ made by Koshika Foundation before or afler my treatment or fullllmgnt of the'purpose'

lor whrch assislance is being requesled

2) I (Appticant) turther agree that any such use ol my name. address, photo & details ol the "purpose". fot vvhich such assrstance is requested/granted.

will nart automatically entitle me fo. r6ceiving or conlrnurng the sard assrslance. Th€ decision for granting and/or cohlinuing lhe assistanca will rest solely

with the Trustees ol Koshrka Foundatron. and lhelr decisron is lhls regard will be linal and acceptable to me
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